Mrs M G, aged 37, primipara History: Ulcerative colitis was diagnosed in 1958; surgery was advised but refused by the patient who was subsequently managed with steroids and sulphasalazine. During investigations for infertility in 1969 abnormal liver function was found and subsequent biopsy showed biliary cirrhosis.
September 1970: She attended the antenatal clinic at 18 weeks gestation, complaining of malaise and tarry stools. Barium swallow showed cesophageal varices. The initial plan of management was to admit her to hospital for bed rest for the duration of the pregnancy. In October, at 21 weeks gestation, there was a small h2emetemesis followed the next day by a much larger bleed, necessitating blood transfusion.
Operation (24.10.70): Portal venography revealed a widely patent portal vein and end-to-side portacaval anastomosis was performed. The pregnant uterus did not cause great technical difficulties.
Progress: On the second post-operative day she went into hepatic coma, due to absorption of blood products from the blood noted in the bowel at the time of operation. The coma responded well to purgation and neomycin. Six weeks later coma again occurred, associated with hypokaloemia (2 5 mEq/l) which was due to ACTH and diuretics. This responded well to potassium infusion. The pregnancy is progressing normally at 32 weeks.
Comment
Those patients with cirrhosis who do succeed in becoming pregnant are at risk from several causes. Bleeding from cesophageal varices is more likely, due to increasing intra-abdominal pressure and caval compression causing re-routing of blood into the azygous system. Coma is more likely to occur, and this can be associated with bleeding into the gastrointestinal tract, antsthesia, infections and drugs used in obstetric practice. It may also be associated with electrolyte disorder as occurred in this woman.
Portacaval decompression was performed for several reasons. First, if a non-decompression operation had been carried out there would have been a significant risk of bleeding later on in the same pregnancy. Secondly, from the point of view of the pregnancy, 21 weeks was the optimum time since the risk of abortion was low and the uterus not large enough to interfere with the procedure. Thirdly, in the patient with no signs of gross liver impairment (jaundice, ascites, encephalopathy) morbidity and mortality of portal decompression procedures are comparable to interruption methods. This case represents the fifth recorded portal decompression in pregnancy. In the other 4 cases, 4 live children have been produced (O'Leary & Bepko 1962 , Chapis 1964 , Johnston et al. 1965 , Whelton & Sherlock 1968 ). Since the type of cirrhosis present is typical of that seen in association with ulcerative colitis, it is probable that the latter is the cause. Unfortunately the prognosis of the patient is poor, due to the active cirrhosis.
